Leiomyomas of the uterus (myomas or fibroids) are benign tumours originating from the smooth muscle cells of the myometrium, and their prevalence parallels that of changes in levels of oestrogen and progesterone, which are reproductive hormones. While their incidence rate increases during reproductive age, it decreases after menopause. The image of a homogeneous or heterogeneous hypoechoic uterine mass as revealed by ultrasonography (USG) expedites diagnosis, but imaging methods may prove to be insufficient in differentiating the organ that the mass originates from if there is an increase in size together with degeneration. In such cases, leiomyomas of the uterus, especially pedunculated ones, may not be successfully differentiated from malign masses of the uterus [1, 2] . We present a case of a giant degenerated leiomyoma presenting as an ovarian malignancy.
A 39-year-old female patient presented with complaints of progressive abdominal fullness, sporadic nausea and abdominal pain. The anamnesis of the patient revealed that she had had two vaginal births, while her physical examination and routine laboratory tests including tumour markers were normal. The patient's abdominal USG showed a giant, semisolid mass filling up the pelvis and the abdomen. Her abdominal magnetic resonance imaging (MRI) revealed a giant mass which was thought to be originating from the left adnexal area, which displaced the uterus towards the right. Differentiation of the bladder and uterus border could not be made. The mass contained solid-cystic components and demonstrated intensive contrast involvement (Figure 1 A) . There were also widespread, conglomerate, para-aortic lymph nodes of about 17 mm in size. The MRI diagnosis was reported to be suspected cystadenocarcinoma of the left ovary.
Median laparotomy was performed on the patient. The exploration showed a multilobular giant mass filling up the whole abdomen, originating from the fundal posterior wall with soft consistency and smooth borders, containing pseudocysts on the periphery (Figures 1 B, C) . At the request of the patient the uterus was preserved and the mass was totally extirpated as she was fertile. The uterine defect was primarily repaired. The mass was 35 × 30 × 10 cm in size and weighed 5.5 kg (Figure 1 C) . The results of the pathological analysis revealed fusiform shaped smooth muscle bundles with a uniform nucleus that formed vortex-like structures.
No cellular atypia or necrosis was seen. There were isolated mitotic figures. The final pathological diagnosis was reported to be leiomyoma with cystic and mucinous degenerations of the uterus (Figure 1 D) . The patient was discharged on the 3 rd post-operative day from our clinic.
Leiomyomas are the most common uterine neoplasm and they occur in 25% of women of reproductive age [3] . According to their location, leiomyomas are classified as submucosal, intramural or subserosal. Subserosal leiomyomas may be large and pedunculated and simulate ovarian neoplasms [4] .
As leiomyomas enlarge, they may outgrow their blood supply, resulting in various types of degeneration. These include hyaline, cystic, myxoid or red degeneration and dystrophic calcification. Hyalinisation is the most common type of degeneration, occurring in up to 60% of cases. Cystic degeneration, observed in about 4% of leiomyomas, may be considered an extreme sequela of oedema [2] .
Myomas may be formed as singular or multiple tumours that are millimetric or as large as 10 cm in size [5] . Although a great majority of myomas are small and asymptomatic, many women experience serious problems at a certain stage in their lives and need treatment. The symptoms are related to the number, size, and localization of the myomas. Myoma-related symptoms are generally classified under three categories: (1) increase in uterine haemorrhage, (2) pelvic pressure and pain, symptoms related to the effects of the mass, and (3) reproductive dysfunction [6] .
Transvaginal USG is the most frequently used diagnostic and imaging method, because of its accessibility and cost-effectiveness [7] . Magnetic resonance imaging, on the other hand, is the best modality in showing the sizes and locations of all uterine myomas as well as differentiating leiomyoma, adenomyoma, and adenomyosis. Performing MRI before uterine artery embolization may prove to be very useful as it may enable the differentiation of leiomyomas from leiomyosarcomas and the prediction of uterine artery embolization results beforehand [8, 9] . Computed tomography (CT) is not the primary modality for diagnosing or evaluating leiomyomas. Solid mass type or dense and amorphous calcifications in a uterine mass are the most specific sign for a leiomyoma; however, these occur in only 10% of cases [2] . Treatment options of uterine leiomyomas include surgery, medical or hormonal treatment, myolysis, and uterine artery embolization. Most myomas do not require intervention unless they cause symptoms. For symptomatic myomas, hysterectomy offers a definitive solution. The treatment should be individualized according to many factors including the patient's age, fertility status, the severity and type of symptoms, suspicion of malignancy, the location and size of myomas, and desire of the patient. For women of reproductive age who would like to maintain their fertility or those who want to preserve their uterus myomectomy remains the treatment of choice and the gold standard [5, 6] .
Giant leiomyoma with cystic degeneration is a rare condition. It may sometimes present with clinical and imaging findings giving the impression of another diagnosis such as an ovarian mass, the final diagnosis depending on laparotomy findings with histological confirmation [1] . In our case, neither USG nor MRI was able to verify the ovaries as different organs from the uterus because of the giant mass which was adjacent to both ovaries, filling up the pelvis completely. This verification failure caused our pre-diagnosis to be focused on the mass originating from the ovary, predicting an ovarian tumour. Additionally, the mass's large size and multilocularity are characteristics of a cystadenoma or cystadenocarcinoma. But the final histological diagnosis of the mass was uterine leiomyoma with cystic degeneration. This case showed that degenerated myomas, especially pedicled ones, can easily be confused with ovarian tumours and should be taken into consideration in the differential diagnosis.
